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Reducing the Postpartum Readmission Rate with Standardized Discharge Teaching  
Abstract 
Problem:  Hospital readmission rates are one of the quality metrics that matter for 
hospital reimbursements.  In a large Northern California healthcare system, the 
postpartum readmission rate is often above the national average.  
Context:  The hospital designated as the main location for high-risk deliveries within a 
30-mile radius has an Acute Care Obstetric postpartum population where twenty percent 
of the postpartum patients are at high-risk for experiencing infection or hypertensive 
issues, which will lead to a readmission.  
Interventions:  The project implemented the use of a standardized discharge teaching 
script and educational materials to be used by nursing staff throughout the patient’s 
hospital stay to see if multimodal standardization leads to a reduction in postpartum 
readmissions. 
Measures:  Process measures of verification of staff completion of their assigned 
teaching intervention was collected by assessing discharge note completion via chart 
audits.  Outcome measures of readmission data were collected by personal 
communication with the postpartum unit managers with the aim of measuring the impact 
of the implementation of the educational interventions on the readmission rate.  
Balancing measures included not all staff completing the discharge teaching or the 
discharge notes due to failure to review all or part of the discharge teaching or lack of 
time to chart. 
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 Results:  The implementation of the use of discharge teaching scripts began January 1st, 
2021.  Six months after the implementation the readmission rate decreased from 2.2% to 
less than 1%.   
Conclusion: There is a reduction in postpartum readmissions when patients receive 
standardized discharge education.   
Keywords: postpartum discharge education, standardized discharge education, 
postpartum readmission rate 
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Introduction 
The Acute Care Obstetric (ACO) postpartum unit in a large Northern California 
healthcare system discharges over 450 postpartum couplets a month.  Twenty percent of 
the women discharged are at high-risk for experiencing infection or hypertensive issues 
that may lead to readmission. The ACO patients are of diverse socioeconomic and ethnic 
backgrounds, and typically arrive knowing little about the postpartum period and how 
their age, delivery experiences/complications, and their own comorbidities may impact 
their recovery process (Wen et al., 2019).  Additionally, there is a high staff turnover rate 
and as each nurse is responsible for providing discharge education for their patients  there 
is great variability in what is taught.  The current standard of care consists of primary 
nurse provided personalized discharge education and a follow up at six weeks postpartum 
for all women.  
Discharge teaching is especially important for postpartum women because 
approximately 61% of maternal deaths occur during the postpartum period (Creanga et 
al., 2015).  As reported by Logsdon et al. (2018) postpartum deaths may occur up to one 
year after delivery from pulmonary embolism, hypertensive issues, infection, and suicide. 
Suplee et al. (2017) found that on the day of discharge, 67% of nurses spent less than ten 
minutes focusing on potential warning signs that postpartum women need to know. 
Complicating the need to have effective discharge teaching is that many patients, even 
when taught specific signs of postpartum illness during their hospital stay, do not 
recognize the signs, or know what they should do when they occur (Logsdon et al., 2018).  
As every postpartum woman is at risk for developing complications, there is a need for 
nurses to provide consistent messages to every discharging patient about the warning 
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signs of maternal complications and ensure they know when it is important to receive 
follow-up medical care (Suplee et al., 2017).  
Evidence has shown that high risk patients benefit from standardized discharge 
education to increase awareness of signs of illness and a follow up within one week of 
delivery (Logsdon et al., 2018; Suplee et al., 2016; Suplee et al., 2017).  The goal of this 
project was to determine if the evidence-based practice of standardizing the discharge 
education process compared to the current non-standardized method leads to a 50% 
decrease in readmissions within 6 months following implementation.  Following 
evidence-based practices to reduce readmissions benefits patients and aligns with the idea 
of providing affordable, high quality healthcare services.  
Problem Description 
The ACO unit discharges over 450 postpartum couplets a month and differs from 
many other hospitals, as twenty percent of the patients are at high risk for experiencing 
infection and or hypertensive issues, which will lead to a readmission either to the 
emergency department or the hospital floor. In 2020, the postpartum readmission rate was 
2.2% which is higher than the national average of 1.7% (Northern California Hospital, 
2021; Wen et al., 2019). The cost of each postpartum readmission is estimated to be 
$33,000 per admission and currently costs the facility over $3,000,000 a year (Office of 
Statewide Health Planning and Development , 2019).   
The hospital’s current standard of care for discharging postpartum patients is 
personalized discharge education and a follow-up at six weeks from the date of delivery, 
however, there is a quality gap as evidence suggests that personalized discharge 
education and this timing of follow-up appointments are not effective in reducing 
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readmission rates and the costs incurred by these events.  Evidence has shown that all 
postpartum patients may benefit from a combination of increased awareness of signs of 
illness and a follow-up within one week of delivery (American College of Obstetricians 
and Gynecologists, 2018; Clapp et al., 2016).  Providing this combination also increases 
the rate of timely follow-up care, and results in a reduction in the readmission rate 
(Logsdon et al., 2018; Suplee et al., 2016; Suplee et al., 2017).   
Available Knowledge 
PICOT Question 
The PICOT question examined was: will standardizing the discharge education 
process compared to the current non-standardized method lead to a 50% decrease in 
readmissions for postpartum patients within 6 months following implementation?  
Search Strategy 
A review of the literature was conducted in February 2020 using the following 
databases: Cochrane Database of Systematic Reviews, CINAHL, and PubMed.  The 
timeframe for the search was limited to research published from 2014 to 2020 and only 
systematic reviews, meta-analysis, critically appraised reviews of research studies and 
individual research studies were included in the electronic review.  Three consensus 
papers, one meta-analysis and one non-experimental study were examined (see Appendix 
A).   
Synthesis of Literature 
The establishment of consensus guidelines on care following gynecological 
surgeries and postpartum recoveries were determined to be level IV A using the John 
Hopkin’s Evaluation Tool (American College of Obstetricians and Gynecologists, 2018; 
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Bernstein et al., 2017; Pellegrini et al., 2017). A meta-analysis of 42 RCT articles 
identified for systematic review was determined to be a level III  A rating (Lumbiganon et 
al., 2016). A non-experimental qualitative study of a focus group series of interviews by 
Suplee et al., (2016) was determined to be a level V.  This study revealed there are 
differences in what different nurses teach their patients, and that even the same nurse 
varies what material is taught to patients during the discharge process and concluded 
nurses need more guidance on effective discharge education (Suplee et al., 2016). The 
results of the literature review indicated that the use of standardized multimodal 
discharge educational materials, to reduce variation in what is taught are effective at 
reducing the readmission rate (American College of Obstetricians and Gynecologists , 
2018, Bernstein et al., 2017; Suplee et al., 2016; Suplee et al., 2017). 
Variability in Discharge Teaching 
There is often variability in the discharge information that is taught by each nurse 
on a postpartum unit (Suplee et al., 2017).  Suplee and Bingham (2016) found that even 
the same nurse did not consistently describe the same danger signs and symptoms to each 
patient.  Buchko and Gutshall (2012) noted that reasons for the variability are that some 
nurses feel there is too much discharge information that needs to be taught and that 
recently delivered postpartum women are too overwhelmed to understand most of the 
information. It may also vary due to the nurse’s own knowledge base as Supplee  et al. 
(2017) noted that many nurses were not fully aware of patient readmission rates and 
timing of maternal mortality during the first postpartum year and so were unable to 
provide accurate and current information to their postpartum patients.  
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Patient State of Readiness to Learn 
Women admitted to the postpartum unit may have just had a quick, easy, and 
medication-free delivery, or may have been awake and struggling for several days try ing 
to have their baby.  Some are so overwhelmed and exhausted from their delivery 
experience, they are not ready to learn anything, especially about danger and warning 
signs that may, or may not, occur over the next year (McCarter & MacLeod, 2019).  First-
time mothers especially benefit from an individualized plan of care as they struggle with 
their fear of providing inadequate care for their newborn, so it is important that teaching 
needs to be done when they are ready and able to learn (Wagner & Washingt on, 2016). 
According to McCarter and MacLeod (2019), there are differences between the patient’s 
and nurse’s priorities and expectations on the postpartum unit, so although standardized 
education is more effective, the use of standardized teaching protocols requiring the 
specific timing of educational activities, may not work effectively for all new families.    
Rationale 
The framework for this project is based on Jean Watson’s caring science.  
Watson’s nursing model and her science of caring theory focuses on creating a healing 
environment following the same steps as the scientific research process:  assessment, plan, 
intervention, and evaluation.  Her nursing model focuses on promoting health of the 
entire person, preventing illness, restoring health, and looks to what he or she may 
become (Watson, 2020). Two of the ten primary carative factors were the basis for this 
project: understanding the patient's perception of the situation to prepare a plan of action 
through the education process while supporting and protecting the patient's healing 
environment.  
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Aim 
The aim of this project is to determine if providing standardized and personalized 
discharge education compared to the current non-standardized method will lead to a 50 % 
decrease in readmissions within 6 months following January 2021 implementation (see 
Appendix B). 
Context 
     The microsystem is the primary system of influence on an organization, and it is made 
of many measurable components. Examining microsystem data and its relationship to 
healthcare outcomes can provide important information which may come from either a 
staff or outcome perspective.  The information is used to identify where improvement 
efforts are needed and to determine which factors are related to specific outcomes.  A 
microsystem assessment of the characteristics of the ACO postpartum unit was conducted 
with the Institute for Healthcare Improvement Clinical Microsystem Assessment Tool and 
the Inpatient Unit Profile Tool (Institute for Healthcare Improvement, 2021).  A SWOT 
Analysis for using standardized multimodal educational material to aid in reducing the 
postpartum readmission rate was also conducted.  
Microsystem Assessment 
The Institute for Healthcare Improvement (IHI) Clinical Microsystem Assessment 
Tool (2021) was used to analyze the successful characteristics of the ACO microsystem 
and the care it delivers.  Johnson and Sollecito (2020) described microsystems as the 
essential building blocks of the healthcare system and consist of patients, front line health 
care providers, workflow designs, and patient outcome patterns.  The Institute of 
Healthcare Improvement (2021) Inpatient Unit Profile Tool was used to examine the 
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purpose, patients, professionals, processes, and patterns of the postpartum unit (see 
Appendix C).  The ACO unit does have clear and effective leadership who support staff 
wanting to make improvements on the unit.   Staff also have positive relationships with 
the interdisciplinary teams involved in patient care as everyone works toward providing 
our patients with the best care and care experience possible.   The unit does not have 
consistent organizational support and guidance, other than to move the patients in and out 
of the unit as quickly as possible.  The unit also needs to work on improving the 
information and technology connections to the patients.   Making improvements in the 
discharge process, providing multimedia education materials, increasing staff education, 
and providing consistent organizational support to achieve these efforts is needed. The 
ACO Microsystem Assessment is summarized in the Fishbone Diagram in Appendix D.    
Purpose 
The postpartum unit flexes from 30 to 40 postpartum beds and recovers and 
discharges over 450 postpartum couplets a month.  The microsystem has the dual aim of 
providing the best care at the least cost. To be successful at providing optimum and cost-
effective services, it is important for the leaders and members of the microsystem to 
realize that systems are interrelated parts of a whole and it takes all the parts working 
together to create successful interdependent systems (Johnson, 2010).  
Patients 
Although patients are a cross cultural mix of primiparous and multiparous women, 
they typically arrive knowing little if anything about feeding and caring for their 
newborns, the postpartum recovery process, or how their delivery 
experiences/complications, and their own comorbidities may impact their recovery 
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process.  The patients expect an immediate response to their needs and seek out 
leadership to report their level of satisfaction with the care and services they received . 
Professionals 
There is a high turnover rate for the nursing staff as the need to recover, educate, 
discharge, and immediately admit another patient without missing anything, is stressful.  
The high voluntary staff turnover rate affects the unit’s efficiency and quality of patient 
care due to staff mix and decreases staff morale.  Half the staff have been on the unit for 
10 or more years, the rest consists of travelers, per  diems and regular staff members who 
often just stay for the minimum time required before transferring to another hospital or 
department.   
Process 
Patients may spend several shifts in the labor and delivery unit before having their 
baby and being transferred to the postpartum unit.  Despite the length of time spent in the 
hospital before delivery, typically thoughts of discharge and the need for postpartum 
discharge education do not start until the patient arrives on the postpartum unit less than 
2 hours after delivery, despite many having been in the hospital for sixteen or more 
hours.   
Postpartum patients and their newborns are typically discharged within 24 to 48 
hours, although some surgical delivery patients may not be discharged for 72 to 96 hours.  
However, the need for a more rapid bed turnover rate, and the desire for patients to leave 
the hospital setting as soon as possible during the COVID-19 pandemic has led toward 
moving to a more rapid discharge for patients who are medically safe to be discharged 
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home, which reduces the amount of time in which nurses are able to educate their 
patients. 
The current discharge educational process consists of personalized bedside teaching 
that primarily occurs on the day of discharge. Each nurse educates the patient on how to 
care for themselves during their recovery process, and on the importance of recognizing 
signs of infection or hypertensive issues.  Additionally, on the day of discharge, the 
primary nurse reviews the doctor’s discharge instructions with the patient.   
However, because of the ongoing trend of moving toward a more rapid discharge, 
nurses may discharge and then immediately readmit one or more mom baby couplets 
within an 8-hour shift.  This is a broken process as there is barely enough time for each 
primary care nurse to provide the minimum standard of care for each couplet and provide 
thorough discharge teaching.  This is especially problematic as many of the patients have 
little to no knowledge about postpartum recovery, and many of the new mothers have risk 
factors for postpartum complications.  Because there is so much mom and baby 
information to teach in a limited amount of time, the personalized teaching currently 
provided can lead to not enough education about the signs of postpartum complications as 
nurses rush to provide the quickest individualized teaching based on what they think the 
patient will need to know.    
Patterns 
Patterns in the microsystem are evident in the way patient care is conducted as 
efficient routines are necessary to keep the patients flowing in and out of the unit, as well 
as recognizing when patients require additional care and education as inpatients and as 
outpatients (Anderson et al., 2015; Mogos et al., 2018).  The microsystem's metrics that 
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matter, such as safety outcomes for deliveries, occurrence of surgical and postpartum 
complications which lead to readmissions are reviewed at daily huddles and staff 
meetings. Changes in workflow are made monthly, or even more frequently, as survey 
scores and patient feedback are used to improve metrics that matter.  Additionally, the 
trend of shortened postpartum hospital stays is associated with an increase in postpartum 
complications occurring once the patient has been discharged home and often leads to an 
increase in the readmission rate.  It should be noted that this unit differs from many other 
delivery facilities in that nearly twenty percent of the discharged patients are considered 
at high-risk for experiencing hypertensive or infection related issues (Clapp et al., 2016; 
Clapp et al., 2017; Kripalani et al., 2014; Mogos et al., 2018).   
From January 1, 2020, to September 30, 2020, there were 24 postpartum hospital 
readmissions (D. Ho, personal communication, October 10, 2020).  However, for the 
entire year the number of postpartum patients readmitted to the emergency room, for 
either a short or an extended stay, was three times that amount.  Reducing readmission 
rates with enhanced discharge teaching will be a cost-effective endeavor for the ACO 
(see Appendix E).  According to the Office of Statewide Health Planning and 
Development (2019) each postpartum readmission costs an average of $33,000 and based 
on these statistics, hospital readmissions due to postpartum infection and hypertensive 
issues cost the facility over $3,00,000 a year.  Reducing the readmission rate by half 
would be a tremendous saving for the healthcare system (see Appendix F).   
A SWOT analysis was conducted to determine the strengths and weaknesses off 
discharge education in preventing readmission. Although not all postpartum 
complications can be treated at home, early recognition of warning signs and timely 
  14 
medical treatment received in a clinic setting are often able to prevent the need for 
hospitalization.  Even though most of the postpartum patients do actively listen and 
participate in discharge teaching, some will still not recognize the early signs of illness 
during their postpartum recovery process (see Appendix G). 
Intervention 
The goal of this project was to reduce postpartum readmissions by creating a 
standardized discharge teaching script for nurses to use to ensure consistent education is 
completed for each patient.  This required the development of a standardized discharge 
education teaching script, staff training to ensure that each nurse  used the script to 
provide consistent discharge instructions to each patient, and a common smart phrase for 
staff to chart complete teaching (see Appendix H).  As changes in process require an 
interdisciplinary approach, this project crossed units and included physicians and nursing 
staff.  It required acceptance from postpartum leadership and nursing staff to ensure their 
ongoing support.  Maternal child educators and the quality liaison were also involved.  
Staff nurse discharge education champions ensured staff nurses were aware of and 
involved in the change processes.  
Study of the Intervention 
A testable change initiated by this quality improvement project was the use of a 
preprinted standardized teaching script for staff use.  The standardized discharge 
education teaching script was divided into categories and distributed across admission 
shift, day shift, evening shift and night shift.  This ensures all discharge education is 
covered with the patient and is distributed throughout their hospital stay. Changes applied 
to the discharge education process consisted of use of standardized discharge education 
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teaching scripts, as well as colorful instructional handouts, and wound cleaning kits with 
written and pictorial instructions.  The applications of these interventions were combined 
into a new discharge teaching process whereby each shift was responsible for ensuring a 
section of the discharge education was completed.  Completion thereof was tracked by a 
standardized note from primary nurses who conducted the education.       
The implementation of these changes was measured by chart audits of the 
discharge education notes in the patient’s charts.  Nurses documented their completed 
discharge education using easy to track titles with preset smart-phrases in their patient 
notes to verify that the standardized education that was provide to their patients during 
their shift.  Chart audits were used to determine the number of patients who received all 
four sections of the standardized education. The postpartum staff nurses are accustomed 
to charting their completed teaching and providing staff with smart phrases for discharge 
notes helped ensure nurses knew what section of discharge teaching to complete and then 
had a quick and easy way to document that it was done.  
Phase One in the process was to educate the ACO nursing staff, including obstetric 
physicians, support personnel, and department managers about the changes in discharge 
education and follow-up and their role in ensuring these changes occur.  This phase 
occurred as nurses and support staff were educated in morning huddle each day for a 
week to ensure all personnel become aware of their role.  As staff were already teaching 
much of the required information, ensuring they were aware of the additional educational 
handouts to review with their patients, and the location of the surgical site wound 
cleaning kits with pictorial instructions, only added a few minutes to the time that was 
already allotted for dissemination of new information.  Implementation of the teaching 
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plan occurred in Phase II and consisted of ongoing enhanced teaching and early follow-
up for high-risk patients and ended with an evaluation of the readmission rate for the 1-
month time frame. Phase III involved the ongoing implementation of staff recommended 
changes to the discharge teaching script (see Appendix I).   
Measures 
The measures chosen for studying the processes and outcomes of the interventions 
were the completed discharge teaching chart notes and readmission data obtained from 
the hospital readmission rate data.  Process measure of verification of staff completion of 
their assigned teaching intervention was collected by assessing discharge note completion 
via chart audits.  Outcome measures of readmission data were collected by personal 
communication with the postpartum unit assistant manager and unit manager.  Balan cing 
measures included not all staff completing the discharge teaching or the discharge notes 
due to failure to review all or part of the discharge teaching or lack of time to chart.  
The baseline readmission data from 2020 was compared to the readmission data 
collected 6 months after changes to the educational process began. The population 
criteria for the readmissions were postpartum patients readmitted to the emergency 
department or to the hospital floor for elevated blood pressure or postpartum related 
infection within thirty days of discharge.   Patients with multiple readmissions, or who 
experienced an extended emergency department visit and then were admitted to the 
hospital were only counted once (see Appendix J).  Additionally, although postpartum 
complications can occur for the entire first year after childbirth, only those who were 
readmitted to the emergency department or hospital floor within 30 days of discharge 
were included in this study.  This was because early postpartum complications may 
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quickly escalate into life threatening conditions.  Readmission rates are of concern as 
they may reflect the quality of care received and may be due to a lack of discharge 
readiness (Girsen et al., 2020).  Additionally, the 30-day readmission rate affects 
Medicare reimbursement rates for the entire hospital (Office of Statewide Health 
Planning and Development, 2019).  
Reflection 
The Jesuit values of cura personalis and reflection are impor tant values in my life 
and is the basis for this project.  Cura personalis is the belief in the need to care for the 
whole person while reflection can be described as taking the time to examine your 
actions, acknowledging the presence of biases, and may include challenging the status 
quo (Xavier University, n.d.).  Cura personalis may be used to enable social and 
distributive justice to occur as needed for patients, by helping nurses see what services 
would benefit the new families in their care (Cosacchi, 2019).   
The American Nurses Association Code of Ethics (2015) establishes the 
importance of the right for self-determination for patients. To ensure patients can 
recognize when they are experiencing a postpartum complication, and act in their own 
behalf, nurses need to assess their patient’s understanding of the discharge education that 
is provided to them and ensure that they perceive the importance of receiving timely and 
appropriate care.  The Code of Ethics also states that the nurse’s primary aim is the 
patient’s best interest.  Nurses should include patients in the planning and implementation 
of their care and have a discussion with them about their available resources and their 
capacity for self-care (American Nurses Association, 2015).  This quality improvement 
project provides information to the patient that is needed to ensure they can recognize the 
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signs that they should get medical aid.  Postpartum patients need to be able to care for 
themselves and for their newborns and must be able to recognize when medical attention 
is needed.  Ensuring adequate discharge education and providing the patient with the 
tools they need to recognize health issues at the earliest possible moment is essential.  
Ethical Considerations 
Making changes to the discharge education process by standardizing the 
educational material in the form of a teaching script qualifies as an evidence-based 
quality improvement process for postpartum patients, rather than a research project.  This 
project has been approved by the University of San Francisco School of Nursing and Health 
Professions Master of Science in Nursing-Clinical Nurse Leader Degree Program and meets the 
requirement as a quality improvement project.  Per University Policy, no Institutional Review 
Board (IRB) analysis is needed (see Appendix K).  This project was done under the 
supervision and guidance of postpartum leadership and an obstetric physician and there 
are no conflicts of interest among the medical staff or management team.   
Despite evidence of a reduced postpartum readmission rate for patients receiving 
standardized discharge education and a wellness check within one week of delivery , the 
current recommended standard of care for discharging postpartum patients is just now in 
the early stages of implementation in this Northern California healthcare system.  This 
quality gap places new mothers at risk of severe and sometimes fatal health conditions  
and increases the cost of healthcare.  The ethical principles that nurses have pledged to 
uphold when caring for their patients include advocating for patient autonomy, practicing 
beneficence and non-maleficence, and ensuring social justice for the patients in their ca re 
are also in alignment with Jesuit values (King & Gerard, 2016). Standardizing the 
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discharge education process to help enable patients to care for themselves and seek out 
additional care as needed is of utmost importance and should be seen as an ethical 
imperative in the postpartum environment.     
Outcome Measure Results 
The quality improvement project began in January 2021.  In June of 2021, six 
months after implementing a standardized discharge teaching process, there had been 3 to 
4 readmissions each month (M. LeBlanc, personal communication, July 23, 2021). This  
corresponds to a readmission rate of 1%.  This is more than a 50% reduction in the 
readmission rate when compared to the 2020 average readmission rate  of 2.2%. The 
results of the quality improvement project were expected as evidence-based studies have 
shown that improved discharge education leads to a reduction in the readmission rate for 
the postpartum population (American College of Obstetricians and Gynecologi sts, 2018; 
Clapp et al., 2016; Logsdon et al., 2018; Suplee et al., 2016; Suplee et al., 2017). 
 Although the intervention did result in more than a 50% reduction from the 
January 2021 starting data it should be noted that the 2020 data was collected during the 
peak of the Covid-19 pandemic.  In 2020, many people were reluctant to access hospital 
medical services as 41% of adults delayed or avoided seeking medical care due to 
concerns about Covid-19 (Czeisler, et al., 2020).  During this time, many postpartum 
patients were discharged rapidly from the hospital only then to return and receive medical 
care in the emergency room, thus increasing the readmission rate. 
Also, it should be noted that the changes to the discharge education process 
occurred in conjunction with several other changes in postpartum care.  Due to changes in 
the American College of Obstetricians and Gynecologists postpartum care 
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recommendations, early follow-up for high-risk patients, improved treatment and at-home 
monitoring of elevated blood pressure has also been an ongoing project within the 
hospital (American College of Obstetricians and Gynecologists, 2018).  Early follow-up 
appointments and increased home hypertension monitoring allowed some patients to be 
treated in the outpatient setting during the early stages of hypertensive increases or for 
infectious illness, rather than require hospital treatment.  Additionally, improved 
breastfeeding education may have led to a reduced incidence of mastitis requiring 
readmission for treatment.  Finally, as vaccines became more common in the region, 
patients were not in such a panicked rush to be discharged home, and the average length 
of stay increased.  The combination of these factors most likely worked together to help 
reduce the readmission rate.  
Summary 
Creating the standardized teaching script reduced variation in discharge teaching 
and ensured that nurses gave each patient all the information they needed to be able to 
know when to initiate follow-up care. The intervention of providing standardized 
discharge education did reduce the postpartum readmission rate to 1% after six months of 
implementation.  This was because as patients became more educated on the signs of 
postpartum complications, they were able to recognize the signs of illness sooner and 
seek out medical care before their illness had increased in severity to warrant 
readmission.  The results of the quality improvement project were expected as evidence -
based studies have shown that improved discharge education leads to a reduction in the 
readmission rate for the postpartum population (American College of Obstetricians and 
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Gynecologists, 2018; Clapp et al., 2016; Logsdon et al., 2018; Suplee et al., 2016; Suplee 
et al., 2017).    
The next steps in improving postpartum care are to ensure early follow-up care is 
provided for all patients, not just for high-risk patients (American College of 
Obstetricians and Gynecologists, 2018).  Additionally, providing health education for 
women will ensure they have the knowledge they need to help them make choices which 
will reduce their likelihood of being readmitted as a postpartum patient.  
Conclusion 
There was a decrease in readmissions within six months of implementing 
standardized discharge education.  The positive results of this project will impact future 
practice by encouraging ongoing improvements in the process of patient education  and 
will be ongoing as it is a quality improvement project that has reduced the costs 
associated with readmissions.  Other postpartum units can easily take steps to increase 
their patient’s knowledge by adding standardized discharge education to their plan of 
care.  Although this study was conducted in a large healthcare hospital system where the 
patient’s postpartum care is interconnected, and their medical records are easily 
accessible, many postpartum patients had been discharged home with minimal knowledge 
on when and how to receive ongoing care.  Standardizing discharge education and 
ensuring patients know when and how to reach out for further care is especially important 
for postpartum patients who do not receive care in a large healthcare system where care is 
more likely to be distributed through several healthcare providers, placing them at an 
increased risk for severe morbidity leading to readmission (Wen et al., 2020). 
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Evaluation Tables 
Study Design Sample Outcome/Feasibility Evidence
/ Rating 
American College of Obstetricians and 
Gynecologists. (2018). 
POSTPARTUMG committee opinion 
no. 736: Optimizing postpartum care. 







None Provides new guidelines for 
postpartum care. 
IV A 
Bernstein, P. S., Martin, J. N., Barton, J. R., 
Shields, L. E., Druzin, M. L., Scavone, 
B. M., Frost, J., Morton, C. H., Ruhl, 
C., Slager, J., Tsigas, E. Z., Jaffer, S., 
& Menard, M. (2017). Consensus 
bundle on severe hypertension during 
pregnancy and the postpartum period. 
Journal of Obstetric, Gynecologic & 












Recommends and provides 
patient safety bundles to 
standardize the care provided 
to women with severe 
hypertension during pregnancy 
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Study Design Sample Outcome/Feasibility Evidence 
/Rating 
Lumbiganon, P., Martis, R., Laopaiboon, M., 
Festin, M. R., Ho, J. J., & Hakimi, M. 
(2016). Antenatal breastfeeding 
education for increasing breastfeeding 




















Early and ongoing 
breastfeeding education and 








Pellegrini, J. E., Toledo, P., Soper, D. E., 
Bradford, W. C., Cruz, D. A., Levy, B. 
S., & Lemieux, L. A. (2017). 
Consensus bundle on prevention of 
surgical site infections after major 
gynecologic surgery. Journal of 
Obstetric, Gynecologic & Neonatal 






none Recommends and provides 
interdisciplinary patient safety 
bundle for gynecologic surgical 
teams 
IV A 
Suplee, P. D., Kleppel, L., & Bingham, D. 
(2016). Discharge education on 
maternal morbidity and mortality 
provided by nurses to women in the 
postpartum period. Journal of 
Obstetric, Gynecologic & Neonatal 











52 nurses  Variance between and within 
nurses in material taught 
during discharge process.  
Nurses need more information 
and guidance on how to teach 
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Appendix B 
Project Charter, Goals, and Measurement Strategy  
Project Charter: Reducing postpartum readmissions 
Global Aim: To provide multimodal standardization and personalization of discharge 
education on the Acute Care Obstetric unit to reduce readmissions. 
Specific Aim: To decrease the postpartum readmission rate by 50% within 6 months of 
implementing standardized and personalized discharge education processes compared to the 
current non standardized method. 
Background:  The current postpartum standard of care at the POSTPARTUM is 
personalized education and a follow-up appointment in six weeks. However, evidence has shown 
that postpartum patients, especially high-risk patients are at increased risk for a hospital 
readmission and may benefit from a combination of increased awareness of signs of illness and a 
follow-up within one week of delivery (American College of Obstetricians and Gynecologists, 
2018; Clapp et al., 2016).  Additionally, providing both standardized and personalized discharge 
education about risk factors and the danger signs to be on the alert for has often been shown to 
immediately impact recognition of signs of illness and increase the rate of timely follow-up care, 
which leads to a reduction in the readmission rate (Logsdon et al., 2018; Suplee et al., 2016; 
Suplee et al., 2017).   
Sponsors  
Assistant Nurse Manager  
Manager  
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Goals and Measures 
Goals:  To reduce postpartum readmissions by providing standardized and customized 
discharge education using teaching scripts, colorful handouts, and wound cleaning kits. 
1. Discharge education training for postpartum nurses so teaching is consistent. 
2. Standardized discharge instructions so every patient receives the same information. 
3. Consistent use of Journey Home Folder throughout patient stay by nurses and physicians. 
4. Important phone numbers imprinted on a magnet included in discharge materials.   
 
Measures 
Measure Data Source  Target 
Outcome   
% of patients readmitted to 
Emergency room or Floor 
Inforview report  
Chart Review-Health connect 
Reduction by 50% 
Process   
% patients with elevated BP or 
PIH labs at time of 
readmission 
Inforview report  
Chart review-Health connect 
50% 
% patients treated for 
postpartum infection at time of 
readmission 
Inforview report  
Chart Review-Health connect 
50% 
Team 
POSTPARTUM Manager  
POSTPARTUM ANM   
Maternal Child Educator   
Quality Liaison  
Staff nurse discharge education champions  
MD project leader  
  32 
Measurement Strategy 
Background (Global Aim):  To provide multimodal standardized and personalized 
discharge education on the Acute Care Obstetric unit to reduce readmissions 
Population Criteria:  Postpartum patients readmitted to the Emergency Department or 
to the Hospital Floor for elevated blood pressure or postpartum related infection.  
Data Collection Method:  Readmission data will be obtained from monthly infoview 
reports, from discharged postpartum patients, compared to baseline records from before changes 
to the discharge educational plan.  
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Appendix C 
Inpatient Unit Profile Acute Care Obstetrics 
 Site Contact: Date: 9-17-20 
Administrative Director:  Nurse Director: Medical Director: 
B. Know Your Patients:  Take a close look into your unit, create a “high-level” picture of the PATIENT 
POPULATION that you serve.  Who are they?  What resources do they use?  How do the patients view 
the care they receive?        
Est. Age 
Distribution of Pts: 
%  








































































Census: Do these numbers 














 Clinic 3  Pt Census by Day Y 
Live Alone  5  ED 1  Pt Census by Week Y 
Live with 
Others  



















Our patients in 
Other Units 
Y 
Homeless 1  














 Skilled Nursing Facility   Inability to Admit Pt y 
Medical     Other Hospital    
*Complete “Through the 
Eyes of Your Patient”, pg 8 
Surgical    Rehab Facility 1  
Mortality 
Rate 
  Transfer to ICU   
C. Know Your Professionals:  Use the following template to create a comprehensive picture of your 
unit.  Who does what and when?  Is the right person doing the right activity?  Are roles being 
















MD Total 2 - 3 2 - 3 2 - 3 2 -3 0 Internal Medicine  
Hospitali
sts Total 
0 0 0 0 0 Hematology/Onc  
Unit 
Leader Total 
1 1 1 1 0 Pulmonary  
CNSs 
Total 
0 0 0 0 0 Family Practice  
RNs 
Total 
10 - 13 10 - 13 10 - 13 10 - 13 1 - 2 ICU 3 
LPNs 
Total 









5 5 5 5 0 
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Technicians Total 1 1 1 1 0 
(e.g. Respiratory, Lab, 
Cardiology,  
Secretaries Total  1 1 1 1 0 Pulmonary, Radiology) 
Clinical Resource 
Coord. 
     
Radiology 
Lab 
Social Worker 1   1   
Health Service 
Assts. 
      
Ancillary Staff       
Do you use Per 
Diems?    
yes _ Staff Satisfaction Scores  % 
Do you use 
Travelers?    





Do you use On-
Call Staff?    
no  
Would you recommend it as a good 





Do you use a 
Float Pool? 
no     
*Each staff member should complete the Personal Skills Assessment and “The Activity 
Survey”, pgs 10 - 12  
D. Know Your Processes:  How do things get done in the microsystem?  Who does what?  What are 
the step-by-step processes?  How long does the care process take?  Where are the delays?  What 
are the “between” microsystems hand-offs?   
1. Create flow charts of routine 
processes.  
Do you use/initiate 








a) Overall admission and 
treatment process Check all that apply 




c) Usual Inpatient care  x  Rapid Response Team 
d)  Change of shift process x  Bed Management Rounds Linking Microsystems 








Labor and delivery, ICU, 
stepdown, NICU, pediatrics                   
f)  Transfer to another facility 
process 
  Midnight Rounds 
  
g)  Medication Administration x  Preceptor/Charge Role  
h)   Adverse event x  Discharge Goals  
2.   Complete the Core and Supporting Process Assessment Tool, pg 14   
E. Know Your Patterns:   What patterns are present but not acknowledged in your microsystem?  What 
is the leadership and social pattern?  How often does the microsystem meet to discuss patient care?  
Are patients and families involved?  What are your results and outcomes?   
• Does every member of the 
unit meet regularly as a 
team?  Y 
• Do the members of the unit 
regularly review and 
discuss safety and 
reliability issues?  Y 
• What have you successfully 
changed? staffing by acuity  
• What are you most proud 
of? 
• How frequently? 6 x year 
• What is your financial 
picture? 
• What is the most significant pattern of 
variation? New staff   
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Appendix E 
Budget Plan for Standardized Discharge Education 
Personnel Costs Training Current 
Staff 
New Staff 
Staff training on use 
of standardized 
teaching script  
15 min teaching 









 Monthly Annual 
Printed teaching 
scripts for patients, 
spouses, and staff 
 
.10 X 1,350  $135 $1,620 






$20 x kit for 80 
patients  
$1,600 $19,200 
SubTotal  $1735 $20,820 
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Appendix F 
 Readmission Reduction Annual Savings Projection 
Year 2020 2021 
Cost of Readmissions  $33,000 X 100 = 
$3,300,000 
$33,000 X 48 = 
$1,584,000 
Cost of Standardized 
Discharge Education 
 $21,950 
Total $3,300,000 $1,605,950 
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Appendix G 






discharge teaching and is 
easy to understand. 
Wound cleaning 
pictograms easy to 
understand.
Weaknesses
Nurses might not use 
standardized discharge 
teaching script. 
Patients may not 
recognize signs of illness 
when they are feeling sick 
and busy with their 
newborn
Threats
Some patients will not 
participate in discharge 
education. 
Some patients will resist 
admitting they are sick 




reduce financial penalty 
for readmission, and 
improve satisfaction 
scores
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Appendix H 
Standardized Postpartum Teaching Script 
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     MOTHER/BABY CARE INSTRUCTIONS                 12-1-2020    
 
Upon Admission Instructions • Pain or tenderness while breastfeeding or constant breast pain 
Engorgement 
● Nurse frequently and breast massage to soften breast 
● Cool compresses for 15 minutes after breastfeeding 
● Hand express if baby is having difficulty latching on 
● Allow baby to empty one breast then start the other 
● If you have unusual redness at the breast, inform your doctor 
Bottle Feeding Mothers (if applicable) 
● Wear a supportive bra 
● Use cold compresses or ice packs to relieve engorgement 
● Avoid stimulation of the breast 
MOTHER CARE 
● Bleeding may occur up to 6 weeks but amount should decrease daily 
• No tampons or intercourse for 6 weeks 
• If you saturate a peri-pad in an hour and/or pass a blood clot larger than a 
golf ball, notify your doctor 
• Change peri pads as needed 
• Use peri-bottle after urination or bowel movement 
• Shower is recommended. If you choose to bathe, use a sitz bath or no more 
than 6” of water in the tub 
• Stitches will dissolve in approximately 2 weeks 
• No hot tubs until your doctor states approval 
• Consult your doctor or healthcare provider for birth control options before 
discharge 
 
WARNING SIGNS FOR MOTHER 
Call doctor or advice line if: 
● Fever over 100.4 F or 38 C 
• Uterine tenderness not relieved by pain meds 
• Foul vaginal odor or discharge 
• Burning or frequent urination 
• Low back pain not relieved by pain meds  
• Bleeding/soaking through one peri-pad in less than an hour, passing blood 
clot the size of a golf ball or greater 
• Red or swollen leg that is painful or warm to touch 
• Headache that does not respond to pain medication 
• Any visual changes or sudden swelling of the face 
•   Change in level of consciousness 
INFANT SAFETY / CARE 
Safe Sleep 
● Position your baby on his or her back when sleeping in the crib 
● Babies should sleep near their parent in a safe crib or bassinet but not 
in the same bed.  Do not feed your baby if you are too sleepy to stay 
awake 
Hand Hygiene 
● Remind visitors and family to wash hands before holding or touching 
your baby 
Bulb Syringe 
● Keep within reach  
● Use to clear mouth and nose secretions 
     (Demo with return demo) 
Feeding/ Burping 
● Unswaddle to wake baby for feeding 
● Check diaper before feeding 
● Hold baby skin-to-skin in preparation for feeding 
● Feed on demand at least 8-12 feedings per 24 hours  
● Burp after each feeding or if fussy 
MOTHER SAFETY / CARE  (Individualized Care Plan) 
● Review Postpartum Bleeding 
● Review Pain medications as prescribed 
● Early ambulation as tolerated.  Do not get up if you feel dizzy 
● Well balanced diet 
● Increase fiber & fluid intake (8-10 glasses a day) 
Hand Expression 
❖ Hand expression of breastmilk (taught with return demo) 
NOC Discharge Instructions 
BREASTFEEDING AND BREAST CARE 
●  Wash hands prior to nursing, pumping, or hand expression 
●  Wear a bra that is comfortable, with good support that does not bind 
●  Deep latch (as much areola as possible)  
●  Break suction with finger when removing infant from breast 
●  Apply colostrum/breast milk or lanolin to nipples after feeding 
Signs of Breast Infection 
• Tender or warm to the touch 
• Flu like muscle aches 
  44 
   Evening Discharge Instructions 
INFANT CARE 
Diapering 
● Use warm water and soft cloth to wash urine and stool  
● May use diaper rash cream as needed (Desitin, A&D ointment) 
Hygiene 
● Sponge bath only until cord falls off (about 2 weeks) 
● Keep cord clean, dry, and above diaper 
● Ok to use emery board 
● Babies do not need lotion, oil, or powder 
Baby Safety 
● No pillows, bumpers, blankets or plush toys in baby 
● Never shake a baby (this can cause brain damage, see handout) 
● Do not allow smokers around baby 
● Parents are responsible to check and install car seat per car seat manual 
before taking baby home 
Infant’s Temperature 
● Check baby’s temperature under armpit if baby feels too hot or too cold 
(normal range is between 97 to 99.4 F or 36.4 to 37.4 C) 
● If high, unwrap baby for 15 minutes and recheck temperature 
● If low, hold baby skin to skin for 30 minutes and recheck temperature 
● Do not under or over dress the baby. Layer for warmth not bulk. Add an 
extra layer than what a parent would wear in the same weather. Newborns 
should not sweat.  If this occurs, remove a layer 
WARNING SIGNS FOR BABY  
Call pediatric advice line if: 
● Temperature is out of range and remains low/high after interventions 
(see above) 
● Forceful or projectile vomiting with every feed or if vomit is green 
● Labored breathing 
● Pale skin or sweating, especially when eating 
● Umbilical cord is smelly and the skin at the base is red or tender 
● Fewer wet diapers than expected (see feeding diaper log) 
● Not feeding well or is uninterested in eating 
● Irritable or cannot be comforted 
● Skin and eyes appear yellow (jaundiced) 
● You find blood or mucus in bowel movement 
Day Shift Discharge Instructions 
Call 911 if BABY turns blue or stops breathing. 
● Blue lips or pale, dusky skin 
● Appears limp or floppy 
Call 911 if MOTHER has:  
● Chest pain     
● Shortness of breath or trouble breathing 
● Seizures        
● Thoughts of hurting yourself or your baby 
POSTPARTUM BLUES/DEPRESSION 
● Baby blues (emotional ups and downs) can be normal for first 
two weeks 
● It is important to know if you have the support and resources 
at home to assist you when you leave here. Do you have what 
you need when you go home? 
   Upon discharge, resources include:  
● Photography Flyer in Journey Home Folder 
● Feeding & Diaper Log in Journey Home Folder    
● Discharge Medication Side Effects Sheet   
● Newborn Care Center Information Sheet 
● Breast Pump Information 
 
CESAREAN BIRTH (if applicable) 
Incision Care 
● Always wash hands before and after touching your incision 
● Review of Cesarean Incision Care (see handout) 
● Upon discharge, your nurse will provide you with a Cesarean 
Incision Care Kit along with all instructions of care 
Activity 
● Do not lift anything heavier than your baby for 4-6 weeks 
● No driving for 2 weeks or if taking narcotics 
Signs of Infection – Call your doctor if: 
● Fever, chills, redness, increased drainage, foul odor, increased 
tenderness at incision site/ see wound inspection handout 






Readmission Reduction 2021 Phase I Phase II Phase III 
 1/1/2021 2/1/2021 3/1/2021 6/30/2021 
Phase I:      
A. Staff Education 
B. Educational Material Rollout 
            
C. Feedback from Staff             
Phase II:   
A. Implementation 
            
B. Feedback from Staff 
C. Evaluate 1-month Readmissions 
 
            
Phase III:    
A.  Implementation of Changes 
            
B.  Evaluate 3-month Readmissions  
C. Ongoing Implementation  
 
            
D. Evaluation 6-month Readmissions             
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Appendix J 
Operational Definitions 
Data Element Definition 
Readmission  Readmission to the ER or 





Preprinted discharge instructions 
reviewed verbatim with patient 
by primary nurse. 
 
Personalized discharge teaching  Nurse initiated bedside discharge 
education emphasizing danger 
signs based on risk factors. 
 
Wound cleaning kits Kits with colorful preprinted 
images of infected cesarean 
section surgical sites, directions 
on wound cleaning, disinfecting 
hand gel, disposable washcloths, 
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Appendix K 
CNL Project: Statement of Non-Research Determination Form 
Student Name:___Darlene Day-Herzog_______________________________                                                                                      
Title of Project: Reducing postpartum readmissions by standardizing the discharge 
education process 
Brief Description of Project:  
A) Aim Statement: The aim of this project is to reduce postpartum readmissions 
by improving the discharge education process  
B) Description of Intervention: The intervention is standardizing and 
personalizing the discharge education process to ensure each patient receives all the 
education needed to enable their active participation in their recovery process.  
C) How will this intervention change practice?  This intervention will change 
the current practice of non-standardized education and ensure all patients receive the 
information needed to recognize the warning signs of postpartum hypertensive and 
infection related issues early enough to enable early, home based care. 
D) Outcome measurements: Changes in the readmission rate will be determined 
by chart review.  Readmission consists of Emergency Department (visit or extended 
stay) or Hospital Floor admission.   
 
To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the 
criteria outlined in federal guidelines will be used:  (http://answers.hhs.gov/ohrp/categories/1569)  
x   This project meets the guidelines for an Evidence-based Change in Practice Project as 
outlined in the Project Checklist (attached). Student may proceed with implementation.  
☐This project involves research with human subjects and must be submitted for IRB 
approval before project activity can commence. 
Comments:    
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EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST  * 
Instructions: Answer YES or NO to each of the following statements: 
Project Title: Reducing the Postpartum Readmission Rate with 





The aim of the project is to improve the process or delivery of care 
with established/ accepted standards, or to implement evidence-based 
change. There is no intention of using the data for research purposes.  
X  
The specific aim is to improve performance on a specif ic service or 
program and is a part of usual care.  ALL participants will receive 
standard of care. 
X  
The project is NOT designed to follow a research design, e.g., 
hypothesis testing or group comparison, randomization, control groups, 
prospective comparison groups, cross-sectional, case control). The project 
does NOT follow a protocol that overrides clinical decision-making. 
X  
The project involves implementation of established and tested 
quality standards and/or systematic monitoring, assessment or evaluation of 
the organization to ensure that existing quality standards are being met. The 
project does NOT develop paradigms or untested methods or new untested 
standards. 
X  
The project involves implementation of care practices and 
interventions that are consensus-based or evidence-based. The project does 
NOT seek to test an intervention that is beyond current science and 
experience. 
X  
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The project is conducted by staff where the project will take place 
and involves staff who are working at an agency that has an agreement with 
USF SONHP. 
X  
The project has NO funding from federal agencies or research-
focused organizations and is not receiving funding for implementation 
research. 
X  
The agency or clinical practice unit agrees that this is a project that 
will be implemented to improve the process or delivery of care, i.e., not a 
personal research project that is dependent upon the voluntary participation 
of colleagues, students and/ or patients. 
X  
If there is an intent to, or possibility of publishing your work, you 
and supervising faculty and the agency oversight committee are comfortable 
with the following statement in your methods section: “This project was 
undertaken as an Evidence-based change of practice project at X hospital 
or agency and as such was not formally supervised by the IRB.”  
X  
ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered 
an Evidence-based activity that does NOT meet the definition of research.  IRB review is not 
required.  Keep a copy of this checklist in your files.   If the answer to ANY of these questions 
is NO, you must submit for IRB approval. 
*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Part ners 
Human Research Committee, Partners Health System, Boston, MA.   
STUDENT NAME (Please print): ___Darlene Day-Herzog  __4/18/21 
SUPERVISING FACULTY MEMBER NAME (Please print):  
________________________________________________________________________ 
Signature of Supervising Faculty Member 
______________________________________________________DATE____________ 
